


Erom:530 662 3395

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

/11/2018 15:07 #5286 P.008/015

PRINTED: 11/15/2018
FORM APPROVED
OMB NQ. 0938-0301

| Medicare or Medicaid, denies the claim and the

| resident refuses (o pay for his or her stay. Fora
resident who becomes eligible for Madicaid afler

' admission to a facility, the facility may charge a

! resident only afiowable charges under Medicaid,

I or

| (F) The facility ceases to operate.

! (i} The facility may not transfer or discharge the

fresidgent while the appeal is pendiraq pursuant to
| § 431.230 of this chapter, when a resident
{ exercises his or her right to mppEd‘ a transfer or

| | discharge notice from the facility pursuant to §
431.220(a)(3) of this chapter, unless the faiture to |
“discharge or transfer would endanger the heaith
' or safety of the resident or other individuals in the
"taciity. The faciity mus{ document the danger

I t‘fat failure 4o transfer or discharge would pose.

§483 18{c)(Z) Documentation.

\When the facility transfers or discharges a
| resident under any of the circumstances specified
lin paragraphs (e} 1)(){A) through (7] of this

| section, the facility must ensure that the transfer
‘ | or discharge is documented in the resident's
‘ rmedical record and appropnate information is
communisated o the receiving health care
{institution or provider.

{) Documentation In the resident's medical record
| must include:
i (A) The basis for the transfer per paragraph (c)(1)
i {1} of thig section.
i (B) In the case of paragraph (c}(1)()(A) of this
i section, the specific resident need{s) that cannot
| pe met, facility attempts to meet the resident
' needs, and the service available at the receiving
 facility to meet the need(s).

i (i) The docurmentation required by paragraph (c) |

| (2)(i) of this section must be made by-

\
|

|

J.

H
|
|

;
|
|
i
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same practice and what
corrective actions will be taken; ‘
|

All residents could be potentially
affected.

>The facility conducted a
retrospective review of discharged
residents for the month of July
2018.

‘What measures will be put into
nlace or what systemic changes
will the facility make fo ensure
that the deficicnt practice does

Bot recur; i
>The DNS and/or designee will '
review the facility’s Discharge

policy with the new physician 1

group mapaging resident carg to |
ensuze ongoing compliance and
documentation regarding resident
transfer and/or discharge in the
medical record.

»The DNS, Medical Records
Director, and Medical Records
Consultant will modify the cxisting
discharge summary form as parl of
the performance improvement plan |
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ltA) The resident’s physician when transfer or
s discharge i3 necessary under paragraph (¢} (1) - with the receiving health care
{A) or {B) of this section; and ‘[ S =4 ‘
- {B) A physician when fransfer or discharge is { institution and provider, The
' necessary under paragraph (c)(1)(i)(C) or () of [ 1 physicians™ will reccive individual
|
|
[
\
|

~ (PIP) to facilitate communication

oo | SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF GORRECTION -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL [ PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG \ REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG | CRCSS-REFERENCED TO THE APPROFRIATE | DATE
| - _ | [ DEFICIENGY) '
B | ' f ™
F 622! Continued From page 2 r F&22]
|

this section. _ . . 1T in-service regarding the new
{iiiy Information provided to the recelving provider | I, form

must inciude a minimum of the following:
" (A} Gontact information of the practitioner . .
' responsible for the care of the resident. ! E How the faciiity plans to moaitor
| (B) Rasident representative information including | \ its performance to make sure

' contact information [ . that solutions are sustained;

+ (C) Advance Directive information F I

(1) All special instructions or precautions for [ | Medical records will continue to

- pngoing care, as appropriate, : !

' (E) Comprehensive care plan goals; ! - audit 100% of DC records per

(F) All other necessary information, including & | facility policy (e.g., prior to 30-

- copy of the resident's discharge summary, days post DC) to ensure completion

~consistent with §483.21(c){2) as applicable, and of required docutnentation. The

any other documentation, as applicable, to ensure A -

i DNS will afso evaluate audit

. a sale and effective transition of care
' This REQUIREMENT is not met as evidenced findings monthly to identify any
trends. The desired initial transfer

' by:
iews and record review, the . "
. Based on inferviews an ¢ discharge documentation
¢ compliance threshold is 95 percent.

| fac:inty falled to ensure Resident 1's physician
! dommented the transfer ar discharge in the
+ Compliance findings will be
presented at the next quarterly

mechca ! record.
QAPI meeting. Audits will be
~ ongoing per facility policy.

|
' This fed to a failure in communicating the ;
! appropriate information to the receiving heaith
Feare institution and provider. :

|
I
[
i

i Medical Records Director will
i audit the new DC summary PIP for
v effectiveness, achievement of

< Accordmg to the maedical record, Resident 1 w’as

| ! sdmitted fo the facility on 7/4/18 with diagnose
Lincluding myoccardiat infarction (heart atlack) and

\ dementia. Resident 1 was transferred/discharged :

‘ back to the hespital from where he was admitted |

i
|
l
Finding i [ In addition, the DNS§ and/or
|
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| due to unsafe and aggressive behaviors on
i TA30/18.

| A copy of the Notice of Propesed
Transfer/Discharge sent to Resident 1's son
' iated 7/30/18, was reviewed, |1 read. "Dear
| fReSIdent 1's] son, As par the admission

i resident when the facility determines that such
| action is appropriate in order to meet the

Lo inform you that [Resident 1] will be
' transfelredfd'ssr warged to [hospital name] on
7130448 for tha following reason(s): 1. The
transter or discharge is necessaty for the
| resident's welfare and the resident's needs

! the resident being here, 3. The health of

"was signed end dated by the Administrator on

| P 7130M8,

i Further revigw of Resident 1's medical record
{ revealed the absence of physician notes
| documenting the basis for the transfer, the

| ' facility's attempts to meet his needs, and the
\ sarvice(s) available at the receiving facility to
- meet those need(s).

' Director (MIRD) on 9/14/18 at 12:35 aum., the

! Resident 1's medical record was an Admission
i History and Physical, dated 7/6/18, and the

| agreement, the facility shall transfer/discharge g

| resident's needs for health care services. This is

carmoi he met in the facility. 2. The safety of the
mdjwdua!s in the facility would be endangered by

! individuals in the facllity would be endangered by
Lhe resident being here. [and] 4. The resident ha
i not resided in the facility for 30 days." The letter

| specific resident needs that could not be met, the

| In an phone interview with the Medica! Records

"MIRD confirmed that the only physician notes in

!Linr:omplete discharge summary. Neither of these

]

e e ]

(X4) 10 ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EAGH UEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
ag ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

| DEFICIENCY)
F 622 | Continued From page 3 F a2z

desired 95 percent compliance
threshold, and present the findings
at tha next guarterly QAP meeting.

The QAPI committee will make a
determination as 1o the frequency
of the ongoing monitoring for
compliance based on the outcome
of the reviews,

The date when corrective action
will be completed:

12/10/18

F 661 Discharge Suminary
CFR(s} 483.21©Q2)(i)-(iv)

How correciive action(s) will be
accomplished {or those found to
have been affecied by the
deficient practice:

>Resident | no longer resides at the
facility,

, - How the facility will identify
. other Residents having the

i ¢ potential to be affected by the
" same practice and what ;
corrective actions will be taken;
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(Xay 1 SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION )
PREFIX I (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTIOM SHOULD RBE | COMFLETIDN
Taa ! REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| ! DEFICIENCY) |
P _
F 6221 Continued From page 4 Fe22;  Allsesidenis could be potentially !
i included the required transfer or discharge - affected by ihis practice |
' physician documnentation. ; T o |
| According to & 2017 taility policy titled, 5 > Fhe facilify conducted a |
| "Discharge Plan and Post Discharge Plan of ' refrospective review of discharged ’
[ Gare", "The physician shall review the resident's restdents for the month of July |
| progress and determing a possible discharge 2018, !
! date. There shall be a physician order for i
discharge and the reason for the discharge Al AT e ¥1m cars et nt . :
! d;schargle planning ehall be documented in the What measures will be put u(o !
' medical record.” place or what systemic changes |
661 Discharge Summary F 661 will the facility make to0 ensure |

53;:[33 CFR(s): 483.21(c){2)(i)-(iv)

| §483.21{c)(2) Discharge Summary i
| When the facility anticipates discharge, a resident |
' must have a dischargs summary that includes,
but is not limited to, the following: !
i (i) A recapitulation of the resident's siay that
includes, butis not limited o, diaghoses, course
of Hlnegsitreatrnent or therapy, and pertinent [ab,
i radiology, and consultation results
i} A final summary of the resident’s siatus {o
s include items in paragraph (b1} of §483.20, at
the time of the discharge that is available for
release to authorized persons and agencies, with
. the consent of tha regident or resident’s
representative.
(i} Reconclliation of all pre-discharge
| medications with the resident's post-distharge
medications {both prescribed and
over-the-counter).
(iv) A post-discharge plan of care that is
developed with the participation of the resident
| and, with the resident's consent, the resident |
representative(s), which will assist the resident to
adjust to his or her new living environment. The
post-discharge plan of care must indicate where

that the deficient practice does ;
mot recur; i

=The IM™NS and/or designee will
review the facility’s Discharge
| policy with the new physician

~ group managing resident car to
etisure engoing compliiance and
completion of the discharge

‘ summary per regolatory

|| requirement.

i 1 Ihrector, and Medical Records

| Consultant will modify the existing
discharge surmmary fonn as part of
: the perfornance improvenent plan
! (PIP). The physicians will receive
j . Individual 11 in-service regarding

|
[

|+ >The DNS, Medical Recerds
l

|

|

the new DC summary form.
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the individual plans to reside, any arrangetments
that have been rmade for the resident's foliow up
care and any post-discharge medical and
non-tnedical services.

{ This REQUIREMENT is not met as avidenced
thyr

gaaed on interviews and record review, the
facility failed to cormplete a discharge summary
“for Resident 1 that included a recapitulation and |
final summary of the resident's status, a |
reconciliation of all medications and f

| post-tischarge pian of care.

" This failure to ensure that necessary information

: regarding Resident 1 was communicated in the

" mandated form of a complete, accurate and f
Htimely discharge summary put Resident 1 at risk |
l'for delayed, inaccurate and/or incomplate care
| post-discharge. |
l

| Eindings:

i According to a review of the medical record,

| Resident 1 was admitted to the facllity on 7/4/18
| with dlagnoses including myocardiat infarction

l‘ (heart atiaci) and dementia.

l A Social Service Assassment, completed 7/4/18,

| revealed Resident 1 was admitted for "short term”
"rehab” with the possihbility ¢f discharge. The

| Spcial Service Assessment indicated the
"anticipated referrals needed (subject to |
treatment and diagnosis) included home health, |
' nursing, physical therapy, occupational therapy, -
41’ social work..." A "Social Service Progress Note” |
| written 7/25/18, indicated that the Social Services j

| Designes (S5D) called four alternative nursing
 facilities in which to transfer Resident 1. On
| 7/26/18, the 38D entered a progress note B

¢ emi

' Audit findings, including
. completion of the modificd

How the facitity plans o monitor
its performance o inake sure
that solutions are sustained;

Medical Director and/or designee
will audit 100% of resident
discharge records, including the
modified discharge summary form,
per facility policy.

discharge summary form, will also
ba reviewed by the TINS to
determine compliance. Tdentified

©irends will be reviewed and
b addressed by the PIP committee

(i.e. DNS, Medical Records
Director, and Medical Record
Consultant) monthly.

The desired compliance threshold

1s 95 percent. Findings will be

¢ presenied st the quarterly QAPY

| meetings 1o evalvate effectiveness
~ and sustained compliance. The
 QAPL committee will make a

* determination as (o the frequency

of the ongoing monitoring for
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i was written 7/27/18 and read, "[Resident 1's son] of the reviews.
" gave permission {o "fax referrals to any faciity
that is more appropriate. 550 explained that
| referrals would be sent out first thing Monday

f 73018

X410 |  SUMMARY STATEMENT OF DEFICIENCIES ! O PROVIDER'S PLAN OF CORREGTION | 5
PREFIX | {EACH DEFICIENCY MUST BE PREGEDED 8Y FULL. PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE | com‘pﬁz}mw
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG ; CROSS-REFERENCED TO 1 HE APPROPRIATE NATE
, DEFICIENCY)
i j i
F 861, Continued From page 6 E 681 ! '
| indicating she called a facilty requesting a bed for ( , o |
Resident 1. A final Social Service Progress Note ’ compliance based on the outecome
|
|
I

The date when corrective action
will be completed:

1 an interview with the SSD on 8/1/18 at 955 1210718

|a.m., she explained that on Monday 7/30/18, due i

"o Resident 1's unsafe and aggressive behaviors, [

'Resident 1's son (Resident 1's responsible party)

- was called by the Administrator, the SSD said, |

I and was told he could sither pick up his father at |

: the facility or "we can send him with :

| transportation” to the hospital from where he was |

Fadmitted. The SSD stated, the facility sent |

| Resident 1 to the hospital to maet his son via ‘
|

| non-emergency transportation.

! The July 2018 Physician Orders for Resident 1§ |
I were reviewed. On 7/30/18, a physician crder f } |
| was received by nursing and documented as, ! ‘.
| "May transfer resident to [general acute care 1[
{ facility] to maet son [name]” i

|

; Development (DSD) an 7/31/18 at 3:30 p.m.,
' coples of Resident 1's medical records, inciuding
| the discharge summary, were requested. Gn

| 8/1/18 at 9:45 a.m,, the DSD stated the discharge | i
‘| surnrary for Resident T was not yet compleled. A’ !
| second request for Resident 1's discharge ;
f summary was made during a phone interview |
twith the Administrator on 9/12/18 at 9:30 a.m. |
| The Depariment received a facsimile of Resident |
| 1's discharge summary on 9/12/18, Jn

! During an interview with Director of Staff |
|
|
|

| Resident 1's "Physician's Discharge Summary” J
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i the following information: Resident 1's admission l
| date, discharge date, disposition, rehabilitation |
[ potential and admission diagnoses. The -
| discharge summary was signed and dated by the !
| facitity's Medicaf Director (and Resident 1's l
: attending physician) on 7/31/18. The following |
| areas of the discharge summary were left ]
|
}
!
4.

T - . _ =T
XD | SUMMARY STATEMENT OF DEFICIENGIES ] o PROVIDER'S PLAN OF CORRECTION ‘
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL L OPREFIX | (EACH CORRECTIVE ACTION SHOULD BE | caumerion
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{ : | DEFICENGY) I
7 T ]
F 861 | Continued From page 7 { F 861 I
| - . .
" was reviewed. The discharge summary inchuded i | ;
‘ i
\
|

"incomplete: discharge diagnosis, summary of

' care, and prognosis, The discharge sumimary oid
‘ not have & recapitulation or final surmmary of the
" resigent's status, a reconciliation of &ll

medications or a post-discharge plan of care,

|
According fo a 2017 facility policy litled, |
"Discharge Plan and Post Discharge Plar of |
Care", “[A] Discharge Summary shafl include a [ j
recapituation of the resident's stay and a final | J
| summary of the resident's status. At a minimum, I
E

[

the discharge summary will contain a summary of |
ihe resident's status to include a description of
the resident's:...medical status , ! }
measurements .. physical and mental functional I
statys,...and drug therapy..." i

L in & phone interviaw with the Medicat Records g
[ Director (MRD) on 9/14/18 at 12:35 a.m., the
| MRD acknowledged that Resident 1's discharge |
I summary was fimited to the one page facsimile |

- she sent the Depariment.

k
-
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